1. Introduction {#s0005}
===============

Historically, patterns of care for 1p19q co-deleted gliomas have been driven largely based on tumor grade. Information on prior treatment patterns is pertinent in view of the shift toward management and outcomes becoming dependent on molecular classification. Studies reported that a molecularly based classification system had improved prognostic value over traditional histology and grade [@b0005], [@b0010], [@b0015], [@b0020]. The system divides lower grade gliomas into three groups: type I (co-deletion of 1p and 19q and mutations in the gene for isocitrate dehydrogenase \[IDH\]), type II (IDH mutation alone), and type III (IDH wild-type) [@b0015], [@b0020], [@b0025]. In an analysis of Japanese patients and The Cancer Genome Atlas (TCGA) Consortium, patients with type I 1p19q co-deleted grade II versus grade III gliomas had similar overall survival (OS) in the long term, with Kaplan Meier curves crossing after approximately 6--8 years [@b0020]. A second TCGA analysis found that age, grade (II versus III), and molecular subtype were significantly predictive of mortality and survival after adjusting for other clinical factors such as histology [@b0015]. Thus, as molecular classifications evolve to define management outcomes, differences in treatment patterns and outcomes according to tumor grade provide secondary complementary information.

Given the natural history of the disease with prolonged median survival, it may take 10 years to enroll the number of patients needed to report long term outcomes. To address the gap in knowledge of how treatment patterns, grade, and histology influence outcomes in the current molecular classification of 1p19q co-deleted gliomas, we analyzed patterns of care (extent of resection, use of radiation and/or chemotherapy) and outcomes for patients with grade II and grade III 1p19q co-deleted gliomas in a large observational cohort study.

2. Methods {#s0010}
==========

2.1. Study cohort and treatment definitions {#s0015}
-------------------------------------------

Patients with 1p19q co-deleted brain tumors were identified from the National Cancer Database (NCDB) ([Fig. 1](#f0005){ref-type="fig"}), a database jointly sponsored by the American Cancer Society and the American College of Surgeons representing approximately 70% of new cancer diagnoses nationwide and more than 1500 Commission on Cancer--accredited facilities [@b0030].Fig. 1Study cohort consort diagram.

We first identified 1982 patients in the NCDB with a diagnosis of both 1p and 19q deletion (i.e., 1p19q co-deleted) from 2010 to 2014. We excluded 246 patients with infratentorial gliomas and patients \<19 years old; then an additional 97 patients with grade I, grade IV, or unknown grade gliomas; and finally, 21 patients with incomplete treatment information or income, leaving 1618 patients with 1p19q co-deletion grade II or grade III oligodendroglioma, mixed glioma, or astrocytoma histology ([Fig. 1](#f0005){ref-type="fig"}).

A treatment variable was then created based on different permutations of biopsy, surgery, RT, or chemotherapy. The 1618 patients were identified as having undergone biopsy only; surgery only; biopsy or surgery followed by RT; biopsy or surgery followed by chemotherapy; or biopsy or surgery followed by postoperative combined chemotherapy and RT.

2.2. Statistical analysis {#s0020}
-------------------------

Patient demographic and clinical covariates assessed included age at diagnosis, sex, race, Charlson-Deyo comorbidity score (CDCS), facility where patient was diagnosed, geographic location, median income quartile, tumor grade and histology. The Charlson-Deyo comorbidity score is a comorbidity metric available in NCDB and is among the most common comorbidity metrics for health services data [@b0035]. The original Charlson index measured 19 weighted comorbid conditions influencing all-cause mortality and was adapted by Deyo et al. for large administrative databases [@b0040]. The chi-square test and Wilcoxon signed-rank test were used to evaluate covariate differences between patients with grade II vs. grade III 1p19q co-deleted glioma. Summary statistics were used to compare the percentages of patients with grade II or III glioma receiving different forms of treatment. Kaplan-Meier analysis and log-rank tests were used to assess OS over time. Cox proportional hazards regression modeling was used to assess associations between the World Health Organization (WHO) glioma grade and the outcome of death when adjusting for significant clinical covariates, with a *p* value \<0.05 defining significance. Validation of the Cox proportional hazards assumption was done before the analysis by using log-log survival plots.

Additionally, propensity score matching was done in an attempt to further balance patients by known covariates. Propensity score matching was done with scores estimated from a logistic regression model predicting the likelihood of receiving surgery, adjusted by age, gender, race, income, comorbidity, disease grade, histology, and diagnosis year. Matching was done 1:1 nearest-neighbor matching without replacement. Survival analysis including Kaplan-Meier and log-rank tests were repeated on the propensity score matched cohort. Additionally, a sensitivity analysis of all patients receiving definitive treatment was included with Kaplan-Meier and log-rank tests to further attempt to minimize confounders associated with receipt of treatment. Multivariable adjusted Cox proportional hazards regression modeling was used to assess associations with overall survival among the propensity score matched cohort. A frailty model was also used for the propensity score matched cohort analysis. Statistical analyses were done with Statistical Analysis Software (SAS) v9.4.

3. Results {#s0025}
==========

3.1. Patient characteristics {#s0030}
----------------------------

Though all patients shared the same molecular subtype of 1p19q co-deletion, there were statistically significant differences in age. The median age at diagnosis for grade II 1p19q co-deleted gliomas was 43.2 years in comparison to 47.6 years for grade III gliomas (p \< 0.001). Almost 42% of grade II patients were age 19--39 years old in comparison to 28.3% of grade III, and 20.7% of grade III patients were over 60 years old in contrast to only 10.7% of grade II patients (*p* \< 0.001). No significant differences were found in sex, race, or comorbidity between tumor grade groups ([Table 1](#t0005){ref-type="table"}). The majority of patients were white (90.9%) and without significant comorbidity (CDCS = 0 in 83.7%). More grade III patients were diagnosed at an academic/research program or cancer center/comprehensive cancer center than grade II patients. Seventy-six percent were oligodendrogliomas, while 23.8% were classified as mixed gliomas or astrocytomas. Significantly more grade II patients did not undergo a resection (14.8%) in comparison to grade III (6.7%) (p \< 0.001). Patterns of initial treatment varied significantly by tumor grade. Fifty one percent of patients with grade II tumors underwent resection alone, whereas most patients with grade III tumors (86%) received resection or biopsy followed by a form of post-operative therapy (*p* \< 0.001) ([Table 1](#t0005){ref-type="table"}).Table 1Patient clinical and sociodemographic characteristics of the study and propensity score matched cohort.Entire cohortPS matched cohortAllWHO GradeAllWHO GradeGrade IIGrade IIIp-valueGrade IIGrade IIIp-valueNCol%NCol%NCol%NCol%NCol%NCol%All cases1618100947100671100--36810027010098100--  Age (years)\<0.0001\<0.0001 19--3958636.239641.819028.313235.911341.91919.4 40--5979449.145247.734251.01624411843.74444.9 ≥6023814.79910.513920.77420.13914.43535.7  Sex0.5820.278 Male89855.553156.136754.721658.716360.45354.1 Female72044.541643.930445.315241.310739.64545.9  Race0.3460.669 White147090.985590.361591.73469425393.79394.9 Other1489.1929.7568.35225.98176.3[\*](#tblfn1){ref-type="table-fn"}5.1  Comorbidity0.5370.953 No comorbidity135483.779784.255783.031184.522884.48384.7 Comorbidity ≥126416.315015.811417.05715.54215.61515.3  Facility Type\<0.0001\<0.0001 Cancer Center/Other40024.721122.318928.29325.36423.72929.6 Academic/Research Program63239.134035.929243.514338.99334.45051.0 Unknown58636.239641.819028.313235.911341.91919.4  Facility Location\<0.0001\<0.0001 North East20912.910411.010515.74712.82810.41919.4 South1509.27788.27210.73810.3248.81414.3 Central42126.023725.118427.410127.57327.02828.6 West Coast25215.613213.912017.95013.63211.91818.4 Unknown58636.239641.819028.313235.911341.91919.4  Income (\$)0.2490.642 \<48,00056034.633535.422533.512935.19836.33131.6 48,000--62,99944927.824826.220130.012333.48732.23636.7 ≥63,00060937.636438.424536.511631.58531.53131.6  Histology\<0.0001\<0.0001 Oligodendroglioma123376.277882.245567.826371.520977.45455.1 Mixed glioma/Astrocytoma38523.816917.921632.210528.56122.64444.9  Treatment\<0.0001\<0.0001 No treatment/Biopsy only613.8505.3111.66116.65018.51111.2 Biopsy/Surgery + RT1358.39510.0405.9338.972810.4[\*](#tblfn1){ref-type="table-fn"}5.1 Biopsy/Surgery + chemo32219.920221.312017.981227025.91111.2 Biopsy/Surgery + CRT53433.011712.441762.210628.84315.96364.3 Surgery only56635.048351.08312.48723.67929.3[\*](#tblfn1){ref-type="table-fn"}8.2  Year of Diagnosis0.7670.975 201027917.217218.210716.08422.86323.32121.4 201128717.716817.711917.770195118.91919.4 201231119.218219.212919.26818.54817.82020.4 201333420.618819.914621.86417.44817.81616.3 201440725.223725.017025.38222.36022.22222.5  Surgical resection\<0.00010.014 Total gross resection71744.339942.131847.48623.45319.63333.7 Subtotal resection71644.340843.130845.99826.67828.92020.4 No surgery18511.414014.8456.71845013951.54545.9[^1]

In the propensity score matched cohort, significant covariates were consistent with the primary original cohort in several aspects. We identified that age was still significantly different among the 1p19q co-deleted subtype. While 41.0% of grade II patients were age 19--39, only 19.4% of grade III patients were age 19--39 years old. Similarly, 35.7% of grade III patients were over 60 years old, while only 14.4% were grade II (p \< 0.001). More grade III patients were diagnosed at an academic program than a cancer center (51% vs 29.6%) (p \< 0.001). Oligodendrogliomas made up 77.4% of grade II patients in comparison to 55.1% of grade III patients (p \< 0.001). In the propensity matched cohort, significantly more grade II patients underwent surgery followed by chemotherapy alone (25.9%) in comparison to grade III patients (11%). In contrast 64.3% of grade III patients underwent adjuvant chemotherapy and radiation in comparison to 15.9% of grade II patients (p \< 0.001). ([Table 1](#t0005){ref-type="table"}).

4. Outcomes by clinical characteristics and treatment {#s0035}
=====================================================

In a Cox multivariable proportional hazards model for the entire cohort adjusting for multiple clinical and patient factors, covariates that conferred differences in likelihood for mortality were age, race, comorbidity, tumor histology, and tumor grade. Age ≥60 years was associated with worse OS (hazard ratio \[HR\] 5.98, 95% confidence interval \[CI\] 3.86--9.26, *p* \< 0.001) as was age ≥40--59 years in comparison to patients ≤39 years (HR 2.03, 95% CI 1.34--3.07, *p* = 0.001). Having at least 1 comorbidity was associated with a hazard of death twice that of those without (HR 2.04, 95% CI 1.49--2.79, *p* \< 0.001). In the entire cohort, oligodendroglioma histology was associated with lower hazard ratio of death in comparison to mixed glioma/astrocytoma (HR 0.41, 95% CI 0.30--0.56, *p* \< 0.001). Grade III histology was associated with a higher risk of death (HR 2.17, 95% CI 1.53--3.07, *p* \< 0.001).

Within the propensity score matched cohort, the Cox multivariable proportional hazards model with frailty testing identified significant covariates were age, comorbidity, histology and grade similar to the primary overall cohort. Patients ≥60 years had a higher likelihood of death (HR 4.65, 95% CI 2.09--10.32, p \< 0.001) as did those with at least one comorbidity (HR 3.76, 95% CE 2.12--6.69, p \< 0.001). Patients with oligodendroglioma histology had a 60% lower hazard of death (HR 0.40, 95% CI 0.23--0.70, p = 0.001). In contrast, the hazard for death for grade III was about 3.7 times higher (\[HR\] 3.69, 95% confidence interval \[CI\] 2.03--6.68, *p* \< 0.001). On both adjusted Cox proportional hazard analysis for the entire cohort and in the propensity score match, treatment modality was not yet significantly associated with differences in hazard of mortality ([Table 2](#t0010){ref-type="table"}).Table 2Multivariable cox proportional hazard model of overall survival in the study and propensity score matched cohort.Cox PH Reg.Frailty modelEntire cohort N = 1618PS matched cohort N = 368HR95% CIp-valueHR95% CIp-valueAge (years)\<0.001\<0.001 19--391.0001.00 40--592.031.343.070.0011.750.813.750.148 60+5.983.869.26\<0.00014.652.0910.32\<0.001  Sex0.2460.078 Female1.001.00 Male1.180.891.570.2461.660.942.920.078 Race0.1620.078 White1.001.00 Other1.400.872.270.1621.530.584.030.078  Comorbidity (Charlson-Deyo)\<0.001\<0.001 No comorbidity1.001.00 Comorbidity ≥12.041.492.79\<0.0013.762.116.69\<0.001 Income (\$)0.0010.189 \<48,0001.001.00 48,000--62,9990.690.490.980.0380.640.351.180.158 ≥63,0000.510.370.72\<0.0010.570.291.130.110  Histology\<0.001\<0.001 Mixed glioma/Astrocytoma1.001.00 Oligodendroglioma0.410.300.56\<0.0010.400.230.700.001  WHO Grade\<0.0001\<0.0001 Grade II1.001.00 Grade III2.171.533.07\<0.0013.692.036.68\<0.001  Treatment0.3220.273 No treatment/Biopsy only1.001.00 Biopsy/Surgery + RT0.920.392.190.8660.950.302.970.942 Biopsy/Surgery + chemo0.580.251.340.2030.580.201.660.312 Biopsy/Surgery + CRT0.810.361.820.6161.030.412.590.943 Surgery only0.700.311.580.3991.970.775.060.156  Year of Diagnosis (continuous)1.070.951.200.2471.050.851.300.627

The overall survival estimates at 60 months (5 years) were different for grade II and grade III gliomas. Sixty-month survival was 90% (grade II) vs 74% (grade III) in the entire cohort and 86.7% (grade II) vs 57.4% (grade III) in the propensity matched cohort (p \< 0.001) ([Fig. 2](#f0010){ref-type="fig"}). Additional sensitivity analysis was done among the cohort of patients that received a form of definitive treatment after biopsy or surgery. It revealed that for those receiving adjuvant radiation the 60-month survival was 75.2% vs 79.8% (grade II vs grade III) in the entire cohort and 71.9% vs 75.0% (grade II vs grade III) in the propensity score matched cohort ([Supplement Fig. A](#s0060){ref-type="sec"}). For patients receiving adjuvant chemotherapy, the 60-month survival estimates for grade II vs grade III patients in the overall cohort were 92.4% vs 82.4% in the entire cohort, and in the propensity score matched cohort were 89.1% vs 80.0% ([Supplement Fig. B](#s0060){ref-type="sec"}). For patients receiving adjuvant chemotherapy and radiation therapy, the 60-month overall survival were 82.5% vs 72.6% (grade II vs grade III) in the overall cohort patients and were 95.4% vs 54.5% in the propensity score matched cohort ([Supplement Fig. C](#s0060){ref-type="sec"}). For patients undergoing surgery alone, grade II patients had higher overall survival of 93.4% compared to 65.9% for grade III gliomas. In the propensity score matched cohort, OS was 80.1% for grade II while all grade III patients receiving only surgery alone passed or were censured by 60 months ([Supplement Fig. D](#s0060){ref-type="sec"}).Fig. 2Overall survival (OS) of patients with 1p19q co-deleted gliomas by tumor grade with Kaplan Meier OS estimates for the study and propensity score matched cohort.

5. Discussion {#s0040}
=============

Our study revealed variations in treatment patterns by grade among 1p19q co-deleted glioma and showed outcomes differed within the cohort. After adjustments for differences in treatment received, patients with grade III gliomas had a higher likelihood of death than that for their grade II glioma counterparts, as did older patients with comorbidities or non-oligodendroglioma histology. Our study was robust with both a cohort of over 1600 patients and with a propensity score analysis to adjust for known covariates.

Recent landmark studies detailing molecular characteristics in lower-grade glioma have redefined prognostic tumor subtypes that can be used to personalize and optimize therapy [@b0005], [@b0010], [@b0015], [@b0020]. Molecular analysis of the heterogeneous cohort of IDH mutant diffuse gliomas have found overall survival between grade II and grade III to be similar [@b0045], [@b0050]. An analysis of mitotic index and grade in 475 IDH mutated gliomas found OS to be similar between 10 and 15 years, though outcomes by grade of the 211 1p19q co-deleted gliomas included are unknown [@b0045]. The relative rarity of 1p19q co-deleted gliomas, contributing about one-fourth of lower-grade gliomas [@b0015], makes analyzing prognostic factors more challenging. Our study benefits from a notably large sample size of 1618 co-deleted gliomas and additionally accounts for the treatment differences in management of grade III vs II 1p19q co-deleted glioma which was not included in the overall survival analysis of prior studies. Thus, findings from our study are complementary to the molecular studies that support the use of personalized post-operative therapy addressing both molecular and clinical factors for 1p19q co-deleted gliomas.

First, our findings reflect national patterns of care for post-operative treatment selection and supports that post-operative therapy improves survival outcomes in patients with grade III 1p19q co-deleted glioma. Consistent with prior guideline treatment recommendations, patients with grade II or grade III gliomas received therapy according to grade [@b0055]. Patients with grade II tumors were more likely to receive resection alone because a subgroup of these patients with favorable disease may reserve post-operative therapy for salvage. For instance, the European Organisation for Research and Treatment of Cancer (EORTC) trial 22,845 found no difference in median OS rates at about 7 years for early versus delayed RT in low grade gliomas [@b0060]. In our study patients with grade III gliomas were more likely to receive post-operative therapy consistent with prior randomized control trials supporting the use of adjuvant RT and chemotherapy [@b0065], [@b0070], [@b0075]. In an institutional review of anaplastic oligodendrogliomas which included 301 1p19q co-deleted gliomas, 93 patients received chemotherapy alone, 133 received chemotherapy and radiation, 54 received radiation alone, and 21 received other or no therapy [@b0080]. Thus, while practice patterns of post-operative therapy may still be based on either molecular characteristics or grade, there are variations in institutional practice preferences that must be taken into account.

The prognostic value of tumor grade in 1p19q co-deleted gliomas is evolving and requires further clarification as molecular classification is increasingly being incorporated into treatment decision-making algorithms. Clinical trials such as CODEL [@b0085] have already been amended to include patients with both grade II and III gliomas. The CODEL trial is examining RT followed by procarbazine, lomustine (CCNU), and vincristine (PCV), versus RT and concurrent TMZ and adjuvant TMZ. Because the trial was recently amended to include both grade III as well as high-risk grade II 1p19q co-deleted gliomas, it will provide valuable insight for future management, and eventually the results from this study may further clarify if there will be a role for grade in future treatment decision-making. NRG BN005 [@b0090] is enrolling both grade II or grade III IDH mutant gliomas and randomizing patients to protons versus intensity modulated therapy with photons to assess for improvement in neuro-cognitive toxicity profiles. Both cohorts would be treated to 54 Gy, a dose typically used previously for only grade II. The rationale is grade II and grade III IDH mutant gliomas may have similar prognosis and thus be managed similarly. We await the final results of these important trials to address the influence of both combined-modality therapy and tumor grade [@b0095].

Lastly, histology and grade were found to influence overall survival in our study cohort. Approximately 23% of 1p19q co-deleted gliomas were non-oligodendroglioma in the prior conventional neuropathology assessment, similar in range to the 18% reported in The Cancer Genome Atlas Network [@b0010] publication identifying a subset of 2% astrocytomas and 16% mixed gliomas. Grade, rather than histologic group, was significantly associated with survival in the Cancer Genome Atlas Network analysis. Survival graphs from the supplemental appendix (S22) show worse overall survival for astrocytomas during the initial years despite similar molecular profile. Outcomes overlapped only after at least 10 years [@b0010]. These are likely consistent with our study's early data. Secondly, from the Eckel-Passow et al. [@b0015] study the multivariable overall survival analysis in the cox proportional hazard model of Grade II--IV gliomas showed the hazard ratio for grade to be significant (1.49 \[1.03--2.15\]). When examined by histology though, the confidence intervals crossed the reference value of one. For instance, the HR for astrocytoma or mixed gliomas histology compared to oligodendrogliomas were 1.42 \[0.84--2.39\] and 1.21 \[0.74--1.99\] [@b0015]. These variations may be related to length of follow up. Histology may in the initial years show possible differences in outcomes and provide early prognostic information. Further investigation is needed into the molecular drivers that contribute to long term survivors and similar outcomes after 10 years among the different histological groups.

Our analysis is complementary to molecular based analysis yet has limitations inherent to observational databases. The study primarily addresses planned initial post-operative therapy outcomes for treatment with recorded surgery alone, post-operative RT, post-operative chemotherapy, and combined modality, and does not address sequential therapy, which in randomized trials has shown benefit over modalities such as post-operative RT alone [@b0065], [@b0100]. Next, although significant survival differences were identified, follow-up time was limited and some subgroups has small sample size. Longer follow-up time may clarify the role of tumor grade in the emerging molecular era. Our findings, however, are consistent with the separation in OS during the initial follow-up years of the cohort of Japanese patients and TCGA Consortium [@b0020] as well as the second TCGA analysis that identified age and grade as significant to OS on adjusted analysis [@b0015]. Our analysis is consistent with the early differences in survival curves from TCGA analysis and can provide hypothesis generating information for future analysis on patient outcomes by grade. Patient performance status and biases for treatment selection are also potential confounders. Nevertheless, OS outcomes were significantly different for patients with grade II versus grade III glioma on Kaplan-Meier analysis at up to 5 years on propensity score matched analysis to account for known covariates, although we could not adjust for the unknown. Our findings are also consistent with outcomes for low grade and anaplastic gliomas when examined separately [@b0105], [@b0110] as well as the TCGA analysis identifying age and grade to be predictors [@b0015]. NCDB data lacked IDH status. There are reports of a series of 8 glioblastomas that harbored 1p19q co-deletion [@b0115]. However, the vast majority of 1p19q co-deletions harbor IDH mutations and would be type I gliomas consistent with reported molecular classifications [@b0120]. Our study was limited to grade II and grade III gliomas to minimize the likelihood of these exceptions in the data. Lastly, the specific chemotherapy agent (PCV vs. temozolomide) was not available for analysis. However over 90% of patients were treated with single-agent chemotherapy suggesting use of temozolomide \[data not shown\]. For IDH mutant, 1p19q co-deleted grade III gliomas, the time to treatment failure was different between PCV vs TMZ in a prospective randomized trial of sequential chemoradiation, although no difference in OS was found [@b0125].

In conclusion, our study with one of the largest cohorts of specifically grade II versus grade III 1p19q co-deleted gliomas, provides relevant information on real-world outcomes in a national cohort. While we await the results of clinical trials such as CODEL and BN005, our study offers context regarding historical treatment patterns and outcomes in the community for 1p19q co-deleted gliomas. Further data are needed with longer follow-up to determine the clinical effectiveness of various post-operative therapies for all 1p19q co-deleted gliomas related to treatment, grade and histology.
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